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ABSTRACT

The COVID-19 pandemic has not only posed significant challenges to physical health but has also brought about
substantial mental health burdens worldwide. This study aimed to assess the prevalence of depression and stress-
related anxiety among adults aged 18-40 during the COVID-19 lockdown in Ishaka Municipality, Bushenyi District,
Western Uganda. A cross-sectional study design was employed, with data collected from 170 participants through
researcher-participant interviews. The prevalence of depression and stress-related anxiety was found to be 57%,
indicating a high burden compared to pre-pandemic rates. Factors associated with higher rates of depression and
anxiety included female gender, older age, marital status (separated, divorced, or widowed), lower education level,
unemployment, family history of depression, and underlying medical conditions such as cancer. These findings
underscore the importance of addressing mental health needs during public health emergencies like the COVID-19
pandemic. Routine screening and management of mental illnesses, along with targeted interventions to support
vulnerable populations, are crucial for mitigating the psychological impact of such crises. Longitudinal studies are
recommended to explore causal relationships between depression, anxiety, and underlying health conditions further.
Keywords: Covid-19, Depression, Mental health, Prevalence, Stress-related anxiety, cross-sectional study.

INTRODUCTION

A novel Coronavirus type (2019-nCoV) was identified all resources of local and national health care systems
as an etiological agent in cases of pneumonia of in an effort to manage those infected and prevent the
indefinite cause seen in the Chinese city of Wuhan on spread of the disease. Few health care systems
31 December 2019. The virus subsequently spread acknowledge the significance of mental health
rapidly across the world and led to the pandemic intervention as a key pillar in effective disease
known as COVID-19 [1-37. Although the virus was management [ 6, 7. In light of lack of vaccination or
first seen in China, countries in the European and community immunization and in order to limit the
American continents are the most affected. On rate of the spread of the infection during the
January 30, the World Health Organization (WHO) escalation phase of the pandemic, several
declared the severe acute respiratory syndrome governments have imposed movement restrictions
coronavirus 2 (SARS-CoV-2, also known as COVID- and social distancing measures [87].

19) outbreak a public health emergency of Certain risk and protective factors are likely to be
international concern. In only one month, at least one implicated in pandemic-related mental health.
thousand cases had been reported in five different COVID-19-related  worry  (e.g.,  maintaining
countries. On March 11, WHO declared the disease employment, getting tested for coronavirus) may be
caused by COVID-19 a pandemic due to its linked to mental health symptoms. The early weeks
widespread and rapid rate of transmission. This is the of the pandemic saw rapid changes in daily routines,
third respiratory pandemic illness of the -21st with students moving following university closures
century. The first was the severe acute respiratory and attending classes remotely, and for other young
syndrome (SARS) in 2003, which resulted in more adults, transitioning to remote work or facing job
severe symptoms and a higher death rate than loss. These disruptions may put an already vulnerable
COVID-19 [47]. However, the rapidly forming group at greater risk for mental health challenges
situation of the COVID-19, the rate of transmission, [97]. Furthermore, loneliness may be particularly
and the number of people infected in over 150 prevalent and devastating during the pandemic given
countries, to date, created an unprecedented situation directives for social distancing and isolation. Those
of global proportions [57]. Health pandemics mobilize under the age of 25 already show elevated levels of
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loneliness, and the pandemic may exacerbate these
feelings. Despite the critical role that social support
plays in mitigating the risks to mental health
problems, directives on social distancing may impede
on one’s typical means for obtaining such support
[10]. Individual resilience, which refers to one’s
ability to cope with stress, and distress tolerance and
also describes one’s ability to manage and tolerate
emotional distress, may be salient characteristics that
protect against the mental health symptoms that
follow major stressors [117. Individual resilience is a
significant protective factor for depression, anxiety,
and general health after natural disasters [127].
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Findings have generally demonstrated distress
tolerance to be associated with lower symptoms of
depression, anxiety and PTSD following tornadoes
[137]. However, the extent to which covid-19 affect
the mental health of people during a pandemic is
unknown, for this reason this study sought to find out
the prevalence of stress, anxiety and depression due
to covid-19 total lockdown. Prevalence of depression
and stress related anxiety due to Covid-19 lockdown
among adults aged 18-40 of Ishaka Municipality-
Bushenyi District, Western Uganda is the main aim
of this journal.

METHODOLOGY

Study Design
The study design was a cross-sectional.
Study Area

The study was carried out at Ishaka, Bushenyi district
western region Uganda, which is located in Igara
County, approximately 62 kilometers (39 miles), by
road, west of Mbarara, the largest city in the sub-
region. This is about 6 kilometers (4 miles), west of
Bushenyi, the location of the district headquarters.

Study Population
The study population was adults aged 18 — 40 years
in Ishaka, Bushenyi district western Uganda.

Inclusion Criteria
This study only included adults aged 18 — 40 years in
Ishaka, Bushenyi district western Uganda, and
willing to consent.

Exclusion Criteria
This study excluded people aged less than 18 years in
Ishaka, Bushenyi district western Uganda, and those
that did not consent to take part in the study were
excluded also those that are above 40years of age.

Sample Size Determination
Sample size was calculated using Fishers’ [14]
formula,
_Z?PQ
=

Where N is the desired sample size
Z is the standard normal deviation taken as 1.96 at a
confidence interval of 95%.
P is the prevalence = 12.7%
D is the degree of accuracy= 0.05.
Q= (1-P) which is the population without the desired
characteristics = (1-0.127) =0.837

1.96%2x0.127x0.837
N=———5—
0.05

Therefore 170 respondents were a representative
sample to take part in this study.

Sampling Method
Simple random sampling was used to select
respondents so that each respondents got a chance to
participate in the study to avoid bias.

Data Collection Methods

Data was collected chiefly through a researcher-
research participant interview, the data collected was
tabulated and in a way that reflected the study
objectives.

=170.3688

Data Analysis
Microsoft excel spreadsheets and SPSS was used for
data analysis. The data was presented in form of
percentages, charts, tables or graphs with univariate,
bivariate or multivariate analytical method.
Ethical Consideration

This relates to moral standards that was considered
in the research at all stages. This study avoided any
potential risks that may arise due to leakage of
personal information. We ensured that participants
would not provide any of their names in the research
instruments so as not to violate their privacy and
avoid bias. Approval was provided by the research
and ethics committee of Kampala international
university. Participant in this study were not in any
way forced to take part in the study. Detailed
information about the study was explained to the
participants, after understanding all the details,
informed consent forms was issued and they consent
before partaking in the study. Every respondent was
given equal opportunity to participate in the study.

RESULTS

Socio-demographic Characteristics of the Study
Participants

From table one below, the total number of the
participants is 170. Having 61.2 % male and most of
the participants aged 26-33 years taking 53.5% of the
total study population, majority were married/ Co-
habiting having 44.7%, 59.4% of the study population
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were residence of Ishaka metropolis and primary
education was the level of the education of most of the
study participant representing 44.1% and most of the
study population had no formal employment
representing 60%.
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Table 1: Socio-demographic characteristics of the study participants

Variables Frequency Proportions
(n=170) (%)

Sex

Male 104 61.2

Female 66 38.8
Age(years)

18-25 53 31.2

26-33 91 53.5

34-40 26 15.3
Marital Status

Married/ Co-habiting 76 44.7

Never married 40 23.5

Widowed 11 6.5

Separated/ divorced 48 25.8
Place of Residence

Outside Ishaka 69 40.6

Within Ishaka 101 59.4
Education Level

None 8 4.7

Primary 75 441

Secondary 68 40

University/Technical 19 11.2
Employment Status

Employed 27 15.9

No formal employment 102 60.0

Unemployed 41 241

Biological/ Clinical Characteristics of Study
Participants

Table two below shows underlying medical
conditions among the participants may coexist or can
be the attributing factors for depression and anxiety
during the Covid-19 lock down among the study
participants. The table showed that 25.9% of the
participants take alcohol which is the highest
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percentage among all the assessed variables, 19.4%
among the study group reports to have respiratory
related disease, family history of depression among
the study participants was found to be 7.1% however
cancer, heart related diseases was found to be less
than 2% and diabetes was found to be 6.4% among the
study population.
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Table 2: Biological/ clinical characteristics of the study participants
Variables Frequency (n=170 Proportions (%

Yes 2 1.2

Unknown 0 0.0

Yes 11 6.4

Not sure 0 0.0

Yes 3 1.8

Respiratory related diseases

No 135 79.4

Family history of depression

Yes 12 7.1

No 83 48.8

Alcohol, Marijuana 17 10.0

Cigarettes 10 5.8
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Table 3: Prevalence of Depression and Stress Related Anxiety due to Covid-19 Lockdown

Question YES No. (%) NO No. (%)
C1. Did you ever feel weighed down during COVID-19 112 (65.9) 58(84.1)
lockdown?

C2. Did you ever have sleep disturbances (increased need  96(56.5) 74(4:8.5)
to sleep or decreased need to sleep) during COVID-19

lockdown?

C3. Did you ever have increased or decreased appetite 83(48.8) 87(51.2)
during COVID-19 lockdown?

C4. Did you ever feel guilty of your life during COVID-  91(53.5) 79(46.5)
19 lockdown?

C5. Did you ever lose your energy and became weak 87(51.2) 83(4:8.8)
during COVID-19 lockdown?

Ce. Did you ever lose your concentration while 101(59.4) 69(40.6)
performing or doing any task during COVID-19

lockdown?

C7. Did you ever feel worthless at some point during T4(43.5) 96(56.5)
COVID-19 lockdown?

C8. Did you ever think of ending your life at some point ~ 55(32.4) 115(67.6)
during COVID-19 lockdown?

C9. Did you ever feel like your heart was beating so fast ~ 126(74.1) 44(25.9)
due to fear of nothing during COVID-19 lockdown?

C10. Did you ever feel like living on this world is so 119(70) 51(80)
stressful during COVID-19 lockdown?

C11. Did you ever panic for nothing during COVID-19 97(57.1) 73(42.9)
lockdown?

FIGURE1: DEPRESSION AND STRESS RELATED ANXIETY DUE TO COVID-19
LOCKDOWN

m Less than 5 symptoms (Not Depressed) m More than 5 symptoms (Depressed)

The figure above shows that 57% of the total study Stress Related Anxiety due to Covid-19 Lockdown
population which is 97 of 170 had depression and while 43% were not depressed.
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Table 4: Relationship between Depression and Stress Related Anxiety Disorder with Socio-Demographics
Factors

Variables Frequency Proportions
n=97 %

Male 59

Age(years

26-33 91 53.5

Marital Status

Never married 40 28.5

Separated/ divorced g% 25.8

Outside Ishaka 69 40.6

Education Level

Primary 75 441

University/Technical 19 11.2

Employed 27 15.9

Unemployed 41 24.1

Yes
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Respiratory related diseases

No
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Family history of depression

Yes 12 7.1

No 83 48.8

Alcohol, Marijuana 17 10.0

Cigarettes 10 5.8

73



www.idosr.org Ndugga, 2024

Multivariate Presentation of the Relationship Between Depression and Stress Related Anxiety
Table 5: Relationship between Depression and Stress Related Anxiety Disorder with Underlying Medical
Conditions

Variables Frequency Proportions
n=170 %
Male 104 61.2
Female 66888
Age(years
26-33 91 53.5

Marital Status

Never married 40 23.5

Separated/ divorced 43 25.3

Outside Ishaka 69 40.6

Education Level

Primary 75 44.1

University/Technical 19 11.2

Employed 27 15.9

Unemployed 41 24.1

Yes 2 1.2

Unknown 0 0.0

Yes 11 6.4
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Not sure

Yes 3
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Respiratory related diseases

No 135
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Family history of depression

Yes 12
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No 83
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Alcohol, Marijuana 17 10.0
Alcohol, Cigarettes 13 7.6
Cigarettes 10 5.8
Tobacco 3 1.8
Question YES No. (%) NONo (%)
C1. Did you ever feel weighed down during COVID-19 112 (65.9) 58(84.1)
lockdown?
C2. Did you ever have sleep disturbances (increased need to 96(56.5) 74(4:8.5)
sleep or decreased need to sleep) during COVID-19 lockdown?
C3. Did you ever have increased or decreased appetite during 83(4:8.8) 87(51.2)
COVID-19 lockdown?
C4. Did you ever feel guilty of your life during COVID-19 91(53.5) 79(46.5)
lockdown?
C5. Did you ever lose your energy and became weak during 87(51.2) 83(4:8.8)
COVID-19 lockdown?
C6. Did you ever lose your concentration while performing or 101(59.4) 69(40.6)
doing any task during COVID-19 lockdown?
C7. Did you ever feel worthless at some point during COVID- 74(43.5) 96(56.5)
19 lockdown?
Cs. Did you ever think of ending your life at some point during  55(32.4) 115(67.6)
COVID-19 lockdown?
C9. Did you ever feel like your heart was beating so fast due to ~ 126(74.1) 44(25.9)
fear of nothing during COVID-19 lockdown?
C10. Did you ever feel like living on this world is so stressful 119(70) 51(80)
during COVID-19 lockdown?
C11. Did you ever panic for nothing during COVID-19 97(57.1) 73(42.9)

lockdown?

DISCUSSION

This study set out to determine the prevalence of
depressive and Stress Related Anxiety due to Covid-
19 Lockdown in Bushenyi Ishaka Municipality as well
as the demographic, social and clinical factors that are
associated with depression and stress related anxiety
due to Covid-19 lockdown in these people. The
prevalence of depression and stress related anxiety
due to Covid-19 lockdown was found to be 57%. This
suggests a high burden of depressive and stress
related anxiety due to Covid-19 Lockdown as
compared to a prevalence of 5.2 — 12.9% in the general
population [157. This figure includes people with
major depressive episodes and people with underlying
diseases. This prevalence was higher than many other
studies like in the study by Dasa et al. (167 in Eastern
Ethiopia which found a prevalence of depression at
51.9%. This is possibly due to the use of a diagnostic
tool in this study as compared to screening tools used
in other studies.

Factors Associated with Depressive and Stress
Related Anxiety Due to Covid-19 Lockdown.
Depression and stress related anxiety due to Covid-
19 Lockdown was more prevalent among female
participants. Females were almost twice more likely
to be depressed than males. Similar findings are
reflected in a study by Albert [177] in 2015 where
females were more likely to be depressed than males.
In another study in Eastern Ethiopia by Dasa et al.
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(167, females were more likely to be depressed. The
association between depression and stress related
anxiety due to Covid-19 lockdown and females could
possibly be due to female hormones like estrogen and
also social roles of women in society [187. Older age
is often associated with more depression as was found
in this study. Being above 30 years was associated
with more depression and stress related anxiety due
to Covid-19 lockdown compared to being aged below
30 years which was protective for depression and
stress related anxiety due to Covid-19 lockdown.
However, reasons for this are not clear. Being
separated, divorced or widowed showed two times
higher chances of having depression and stress
related anxiety due to Covid-19 lockdown. This is
similar to results from a study by Adeniyi et al. [197]
in Nigeria which showed that unmarried participants
were more likely to be depressed. This could be due
to reduced social support in the face of a chronic
illnesses [167]. Participants with lower level of
education were more likely to have depression and
stress related anxiety due to Covid-19 lockdown than
their counterparts with higher education. This is in
agreement with results from a study by Njim et al.
[207] among Nursing students in Cameroon which
showed that depression was more common among
people with low education attainment. Higher level of
education leads to better income and access to a wide
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range of health services, hence better (mental) health
outcomes. Level of education was independently
associated with depression and stress related anxiety
due to Covid-19 lockdown even at multivariate
analysis. Participants with no formal employment
were twice more likely to have depression and stress
related anxiety due to Covid-19 lockdown than those
with employment and unemployed. Unemployment
affects one’s socio-economic status and this increases
the individual’s risk of having depression and stress
related anxiety due to Covid-19 lockdown. Similar
findings are reflected in the study carried out by Issa
etal. [217 at a university teaching hospital outpatient
clinic in Nigeria. In this study, people with a family
history of depression were about four times more
likely to be depressed at the bivariate analysis. At the
multivariate analysis, family history of depression and
stress related anxiety due to Covid-19 lockdown was
associated with depression and stress related anxiety
due to Covid-19 lockdown. This agrees with findings
from Mayston et al. [227] in a study in sub-Saharan
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Africa where family history of mental illness
increased chances of being depressed in people with
underlying diseases. Having cancer doubled the
chances of a person having depression and stress
related anxiety due to Covid-19 lockdown. This
association was statistically significant even at
multivariate analysis. This could be due to the fact
that the symptoms tend to be prominent in the
intensive phase compared to the continuation phase
of cancer [23, 247). It is probable that the coughing,
chest pain, night sweats and fevers affect an
individual’s quality of life in terms of sleep, appetite
and self-esteem hence more chances of one being
depressed. Co-morbidity with heart diseases was not
significantly associated with depression and stress
related anxiety due to Covid-19 lockdown in contrast
to studies by Dasa et al. [167] which have all shown a
significant association between underlying diseases
with depression and stress related anxiety due to
Covid-19 lockdown.

CONCLUSION

This study was cross-sectional in design; therefore,
directionality of causation between depression and
stress related anxiety due to Covid-19 lockdown and
other factors like underlying diseases could not be
determined. Further longitudinal studies are required
to examine directions of causality in associations
between other diseases and depression and stress
related anxiety due to Covid-19 lockdown. This was
a communal based sample which is not representative
of the hospital hence the results may not be
generalized to the community population. Data was
collected over a short period hence the study
participants were not well distributed across the
calendar year. The prevalence of depression and

stress related anxiety due to Covid-19 lockdown is
high and was associated with low education level,
being with underlying diseases and family history of
depression and stress related anxiety due to Covid-19
lockdown.
Recommendations

Mental illnesses like depression should be routinely
screened and managed among people. This can be
achieved through regular training of hospital staff
about common mental illnesses like depression to
enable them screen for these disorders and manage
the minor cases but refer the severe ones.
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